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Abstract

Background and aims Misophonia is a sound intolerance disorder characterised by an excessive negative reaction
to specific sounds. A key feature of misophonia is the strong emotional reactions an individual develops towards
specific triggering sounds. These reactions typically manifest as sudden anger, irritation, anxiety, or intense discomfort.
This study aims to determine the level of misophonia awareness among occupational therapy and audiology
students and establish the relationship between misophonia symptom severity and perceived stress levels. The study
also aims to determine the correlation between misophonia symptoms and awareness of the condition.

Methods A total of 196 adult university students completed a demographic information form designed to assess
their knowledge of misophonia, as well as the Misophonia Questionnaire (MQ) and the Perceived Stress Scale (PSS).
Analysis of the internal consistency (Cronbach’s alpha) coefficients and descriptive statistics of the scales and their
sub-dimensions revealed that the internal consistency coefficients of the MQ subscales (0.752-0.829) and the PSS
Cronbach’s alpha value (0.709) were acceptable, indicating good internal consistency.

Results Examining the responses to the scales according to stress status and the module studied revealed
statistically significant differences across all parameters (p < 0.05). The reason why occupational therapy students
scored higher on the MQ and PSS may be due to their heightened sensory sensitivity, stress levels or awareness.
This study revealed a relationship between the severity of misophonia symptoms, perceived stress levels, and
demographic factors, psychological support status, and sensory awareness in university students. The findings
suggest that misophonia is a multidimensional condition interacting with emotional regulation, stress response and
adaptation to environmental stimuli, rather than merely an auditory sensitivity. While no significant differences were
observed in terms of age, factors such as gender, department, and family history produced distinct differences in
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some sub-scales. The high stress scores of participants not receiving psychological support highlight the need for

awareness of, and strategies to manage, misophonia.

Conclusions Furthermore, the findings support the existing literature which suggests that misophonia symptoms
become established at an early age and may become chronic in adulthood. These results emphasise the importance
of considering not only the neurophysiological basis of misophonia, but also its psychosocial dimensions. They also
suggest that a multidisciplinary approach could improve treatment outcomes.

Keywords Misophonia, Misophonia awareness, Perceived stress levels

Introduction

Misophonia is a sound intolerance disorder characterised
by severe negative emotional, cognitive and physiological
reactions to specific sounds. Individuals with misopho-
nia may experience strong distress, anger or avoidance
behaviour in response to common everyday stimuli such
as chewing, breathing, swallowing, lip-smacking, pen-
clicking or repetitive environmental sounds. The con-
cept was first defined by Jastreboft and Jastreboff within
the context of reduced sound tolerance disorder and was
considered a distinct finding, differing from other forms
of auditory sensitivity such as hyperacusis and phono-
phobia [1].

One of the key characteristics of misophonia is the
intense emotional reactions an individual develops in
response to specific triggering sounds. These reactions
typically manifest as sudden anger, irritation, anxiety or a
strong sense of discomfort. In a study by Schroder, Vulink
and Denys, misophonia was defined as a condition char-
acterised by intense emotional reactions and avoidance
behaviours towards specific sounds, and it was noted
that this condition could negatively impact individuals’
daily lives [2]. A similar study suggests that misophonia
may lead to difficulties in interpersonal communication,
avoidance of social settings, and a reduced quality of life
[3]. These findings indicate that misophonic reactions do
not stem solely from auditory perception, but are also
related to the emotional interpretation of sensory stimuli
[4].

Another aspect associated with misophonia is physi-
ological and psychological stress responses. Edelstein
and colleagues found that individuals with misophonia
exhibit significant physiological arousal when exposed
to a triggering sound stimulus, and that this is associ-
ated with stress responses [5]. These findings suggest that
misophonia may not merely be a sensory sensitivity, but
also a stress-related psychophysiological process.

Studies in the literature have shown a significant asso-
ciation between anxiety, depression, perceived stress lev-
els and misophonia symptoms [6, 7]. Furthermore, it has
been suggested that the avoidance behaviours adopted
by individuals with misophonia in response to triggering
sounds may have negative effects on social functioning
and reduce quality of life over time [8].

Another important aspect of misophonia is the level
of awareness individuals have of the condition. Although
misophonia has been the subject of more extensive
research in recent years, awareness of the condition is
believed to remain limited within the general popula-
tion, particularly among students of health sciences.
However, students of disciplines such as audiology and
occupational therapy, which focus on sensory process-
ing, rehabilitation, and individual functioning, need to be
informed about misophonia as it is significant for their
professional practice.

Students in the health sciences may experience high
levels of stress due to their academic workload, clinical
placements, and professional responsibility expectations.
Therefore, examining the co-occurrence of misophonia
symptoms and stress levels in this group of students may
be important for reducing stress and ensuring the smooth
continuation of professional training programmes. How-
ever, research indicates that studies evaluating health sci-
ence students on the relationship between misophonia
awareness and stress levels are limited and insufficient.

This study aims to measure misophonia awareness
among occupational therapy and audiology students
while also determining the relationship between miso-
phonia symptom severity and perceived stress levels.
Furthermore, the study aims to identify the correlation
between misophonia symptoms and awareness.

Materials and methods

Study design

This study, conducted by the Faculty of Health Sciences,
involved interviews and a questionnaire survey. It was
approved by the Istanbul Gelisim University Ethics Com-
mittee at its meeting on 9 May 2025 (ref. no. 2025-07).
The quantitative survey design aimed to determine the
effects of occupational therapy and audiology students’
awareness of misophonia on its severity and their stress
levels. This design ensures the systematic evaluation of
relationships between specific variables [9].

Participants

The study sample consisted of 196 students aged 18-28,
who were enrolled in the occupational therapy and
audiology departments at Istanbul Gelisim University.
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Participation was voluntary, and the purpose of the study
and confidentiality principles were explained to all par-
ticipants prior to data collection.

The sample size was determined using G*Power 3.1
software. To test the relationship between misophonia
levels and perceived stress, o =0.05, power = 0.80, and a
moderate effect size (r = 0.30) were used as the basis, and
it was calculated that a minimum of 85 participants were
required to detect a significant correlation. In the power
analysis conducted to compare the correlation levels
between occupational therapy and audiology students, it
was found that approximately 80—180 participants were
required per group, depending on the expected effect
size. These calculations were performed using a correla-
tion model based on the Fisher z-transformation [10, 11].

Data collection tools

Demographic information form

The Demographic Information Form includes basic
details such as age, gender, and year group. It also con-
tains awareness assessments, such as whether students
have heard of the concept of misophonia before, whether
they are aware of it, and whether there is anyone in their
family or social circle exhibiting symptoms of misopho-
nia. Based on their responses to these questions, students
will be classified into one of two groups: “High aware-
ness” and “low awareness”.

Misophonia Questionnaire (MQ)

This study used the Turkish version of the Misophonia
Questionnaire to assess participants’ misophonia symp-
toms [12].

The scale measures individuals’ emotional, cognitive,
and behavioural responses to trigger sounds, determining
the impact of these responses on daily life. The scale con-
sists of four sub-dimensions: sensitivity to trigger sounds;
avoidance and emotional responses; anger and aggressive
responses; and perceived overall severity.

The first three sub-dimensions use a rating scale from
0 (“Definitely not true”) to 4 (“Always true”), while the
fourth sub-dimension asks participants to rate the sever-
ity of their misophonia on a scale from 1 (very mild) to
15 (very severe). The obtained scores enable a quantita-
tive assessment of the level of misophonia experienced
by individuals and its impact on daily life. In the valid-
ity and reliability study of the Turkish version, Cronbach’s
alpha values for the sub-dimensions were found to range
from 0.70 to 0.83. It was also reported that construct
validity was supported by exploratory factor analysis.
Consequently, the study’s scores were confidently used in
analyses, having been correlated with the stress scale and
demographic variables.
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Perceived Stress Scale (PSS)

Participants’ stress levels were measured using the Per-
ceived Stress Scale (PSS) [13]. This reliable self-report
instrument assesses individuals’ perception of stress over
the past month.

It comprises 10 items and was developed to measure
the level of stress perceived by individuals in their lives.
Items on the scale are scored on a scale of 0 (never) to
4 (very often). Positive statements within the scale are
reverse-scored, and the total stress score is obtained by
summing all items. The total score that can be obtained
ranges from 0 to 40.

Total scores are interpreted as follows:

0-13 points indicates low stress; 14—26 points indicates
moderate stress; and 27-40 points indicates high-level
stress.

Data collection process

Data were collected during the autumn term of the 2025—
26 academic year via face-to-face questionnaires admin-
istered during lesson breaks. The questionnaire included
an informed consent form, questions about demograph-
ics (including items on misophonia awareness) and the
MQ and PSS. Completion of the questionnaire took
approximately 10-12 min.

Results

Table 1 presents the demographic and personal data of
the 196 students included in the study. The age range of
the participants is 17-28, and female students consti-
tute a large proportion of the sample at 70.9% (n=139).
Of these young people continuing their education, 51.0%
(n=100) are studying occupational therapy, while the
remaining 49.0% (n =96) are studying audiology. Examin-
ing the data by year group reveals that first-year students
accounted for the highest level of participation in the
study, at 44.4% (n=87). When the students’ health histo-
ries and awareness levels were assessed, it was found that
18.4% (n=36) had received psychological support and
19.9% (n=39) were taking regular medication. Regard-
ing the primary focus of the study, misophonia, it was
observed that 60.7% of participants (z=119) had no prior
knowledge of the condition, while the proportion of those
with similar complaints in their families remained quite
limited (8.2%, n=16). In terms of daily routines, it was
found that over half of the students (55.1%) experienced
stress, while 58.1% maintained an ideal sleep pattern of
7-9 h. Finally, with regard to caffeine consumption hab-
its, it was found that half of the participants (50.0%) pre-
ferred to consume low levels of caffeine.

Table 2 shows the internal consistency (Cronbach’s
alpha) coefficients and descriptive statistics for the
study’s scales and their subscales. The analysis revealed
that the internal consistency coefficients of the MQ
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Table 1 Demographic information of participants
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Participant  Per-

(n) cent-
age
(%)
Gender Female 139 709
Male 57 29.1
Total 196 100
Age 17-19 74 37.8
20-22 91 464
23-25 26 133
26-28 5 25
Total 196 100
Class Undergraduate 1 87 444
Undergraduate Year2 56 286
Undergraduate 3 24 12.2
Undergraduate Year4 29 14.8
Total 196 100
Department Audiology 96 49.0
Occupational Therapy 100 51.0
Total 196 100
Psychological None 160 81.6
Treatment Yes 36 184
Total 196 100
Medication Use None 157 80.1
Yes 39 19.9
Total 196 100
What is Misophonia I don't know 119 60.7
I know 77 393
Total 196 100
A Family History of No 110 56.1
Misophonia I don't know 70 357
Yes 16 8.2
Total 196 100
Stress None 88 449
Present 108 55.1
Total 196 100
Caffeine Consumption Low 98 50.0
Moderate 62 316
Very 36 184
Total 196 100
Daily Sleep Hours 0-6 h 72 37.0
7-9h 115 58.1
10-12h 9 49
Total 196 100

Table 2 Reliability analysis of scales and sub-dimensions

Cron- N Mean Variance Standard
bach’s Deviation
Alpha

MQ 1 0.752 7 11.382 34.709 5,891

MQ 2 0.829 6 9,443 35,602 5,966

MQ 3 0.810 4 4,520 17,277 4,156

PSS 0.709 10 30,459 31,460 5.608

MQ: Misophonia Questionnaire, PSS: Perceived Stress Scale, N: Number of scale

items
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sub-dimensions ranged from 0.752 to 0.829, while the
Cronbach’s alpha value for the Perceived Stress Scale
(PSS) was 0.709. Taking the generally accepted threshold
value of 0.70 in the literature as a basis, it can be seen that
all the scales and sub-dimensions have good to accept-
able levels of internal consistency. Consequently, the data
are reliable for use within the scope of the research.

Table 3 presents a comparative analysis of the scores
obtained on the scales according to the participants’ gen-
der, whether or not they were receiving psychological
treatment, whether or not they were taking medication,
their stress level, and the department in which they were
studying. The analysis revealed that, while a statistically
significant difference was found in the second subscale of
the MQ with respect to gender (p <0.05), no such differ-
ences were observed in the other parameters (p>0.05).
Examining responses to the scales according to psycho-
logical treatment status revealed no statistically signifi-
cant difference in the third subscale of the MQ (p >0.05),
while statistically significant differences were observed in
the other parameters (p<0.05). When responses to the
scales were compared according to medication use, only
the third subscale of the MQ showed a statistically sig-
nificant difference (p <0.05), while no statistically signifi-
cant differences were observed in the other parameters
(p>0.05). Examining responses to the scales according to
stress levels and department revealed statistically signifi-
cant differences in all parameters (p <0.05).

Table 4 shows how responses to the scales differ
according to family history of misophonia and caffeine
consumption. The Kruskal-Wallis H test was used to
identify differences in scale scores based on participants’
family history of misophonia and caffeine consumption.
Analysis of family history revealed statistically significant
differences in the MQ 1 (p=0.031), MQ 2 (p=0.044) and
Perceived Stress Scale (p =0.004) scores between groups.
Pairwise comparisons were conducted to identify the
source of these differences, with a Bonferroni correction
applied to the post hoc test (p<0.0167). In the MQ1 sub-
scale, the group that did not know whether there was a
family history of misophonia scored significantly higher
than the group with no such history. Both those with a
family history of misophonia and those who were unsure
whether they had such a history had higher stress scores
than participants without a family history (see Table 4).

According to the analysis based on caffeine consump-
tion levels, statistically significant differences were
observed between the groups in the MQ 1 (p=0.006) and
MQ 3 (p=0.002) scores. Pairwise comparisons were con-
ducted to determine the source of the significant differ-
ence and a Bonferroni correction was applied to the post
hoc test (p<0.0167 was accepted). In the MQ1 subscale,
the group with ‘high’ caffeine consumption was found
to score significantly higher than the group with ‘low’
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Table 3 Comparison of responses to the scales according to
gender, psychological treatment, medication use, stress and the
department studied

Gender N Mean Rank Z P

MQ1 Female 139 10098 -0957 0339
Male 57 9246

MQ2 Female 139 10532 -2.632 0.008*
Male 57 81.87

MQ3 Female 139 97.71 -0.307 0.759
Male 57 10043

PSS Female 139 98.77 -0.104 0917
Male 57 9784
Psychological treatment

MQ1 No 160  94.17 -2.255 0.024*
Yes 36 11774

MQ2 No 160  92.69 -3.025 0.002*
Yes 36 124.31

MQ3 No 160 9538 -1.632 0.103
Yes 36 11236

PSS No 160 93.96 -2.367 0.018%
Yes 36 118.68
Medication Use

MQ1 No 157 9595 -1.267 0.205
Yes 39 108.78

MQ2 No 157 94.96 -1.755 0.079
Yes 39 112.74

MQ3 No 157 9374 -2.372 0.018*
Yes 39 11767

PSS No 157 9595 -1.527 0127
Yes 39 108.78
Stress

MQ1 No 88 81.75 -3.737 0.001*
Present 108 11215

MQ2 No 88 8145 -3.804 0.001*
Present 108 11239

MQ3 No 88 7989 -4.171 0.001*
Present 108 11367

PSS No 88 80.75 -3.962 0.001*
Present 108 11296
Section

MQ 1 Occupational Therapy 100 113,60 -3.809 0.001*
Audiology % 8277

MQ 2  Occupational Therapy 100 111.89 -3.376 0.001*
Audiology 9% 8456

MQ 3 Occupational Therapy 100 11912 -5225 0.001*
Audiology 9%  77.02

PSS Occupational Therapy 100 11492 -4.143  0.001*
Audiology 9% 8140

MQ: Misophonia Questionnaire, PSS: Perceived Stress Scale N: participant, Z:
Mann-Whitney U *p <0.05

caffeine consumption. In the MQ3 subscale, participants
with ‘high’ caffeine consumption were found to score
higher than those with ‘moderate’ caffeine consumption
(see Table 5).
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The results of the correlation analysis of subscale scores
on the Perceived Stress Scale and the MQ among occupa-
tional therapy students revealed a moderate positive rela-
tionship between MQ1 and MQ2 (r=0.568, p=0.001).
Based on these values, it was observed that an increase
in MQI1 was accompanied by an increase in MQ2.
A weak positive correlation was also found between
MQ1 and MQ3 (r=0.298; p=0.003). Similarly, as MQ1
increased, MQ3 also increased. A moderate positive cor-
relation was found between MQ2 and MQ3 (r=0.525;
p=0.001). Based on these values, it was observed that as
MQ?2 increased, so did MQ3. A very weak positive cor-
relation was observed between MQ2 and PSS (r=0.204;
p=0.042). These values suggest that an increase in MQ2
is accompanied by an increase in PSS. A weak positive
correlation was found between MQ3 and PSS (r=0.364;
p=0.001). According to these values, as MQ3 increased,
so did PSS (see Table 5).

The results of the correlation analysis of the subscale
scores of the Perceived Stress Scale and the MQ among
audiology students revealed a moderate positive correla-
tion between MQ1 and MQ2 (r=0.567; p=0.001). Based
on these values, it was observed that as MQI1 increased,
so did MQ2. A moderate positive correlation was also
found between MQl and MQ3 (r=0.535; p=0.001).
Based on these values, it was observed that as MQ1
increased, so did MQ3. A moderate positive correlation
was found between MQ2 and MQ3 (r=0.685; p=0.001).
Based on these values, it was observed that as MQ2
increased, so did MQ3. A weak positive correlation was
found between MQ2 and PSS (r=0.273; p=0.001). Based
on these values, it was observed that an increase in MQ1
was accompanied by an increase in PSS (see Table 5).

The results of the correlation analysis of the subscale
scores of the Perceived Stress Scale and the MQ for all
participants revealed a moderate positive correlation
between MQ1 and MQ2 (r=0.594, p=0.001). Based on
these values, it was observed that an increase in MQ1
was accompanied by an increase in MQ2. A weak posi-
tive correlation was also found between MQI and
MQ3 (r=0.455; p=0.001). Similarly, as MQ1 increased,
MQ2 also increased. A very weak positive correlation
was found between MQ1 and PSS (r=0.259; p=0.001).
According to these values, it was observed that as PSS
increased, so did MQ2. A moderate positive correlation
was found between MQ2 and MQ3 (r=0.617; p=0.001).
According to these values, as MQ2 increased, so did
MQ3. A weak positive correlation was found between
MQ2 and PSS (r=0.295; p=0.001). Based on these val-
ues, it was observed that as MQ2 increased, so did PSS.
A weak positive correlation was found between MQ3 and
PSS (r=0.382; p=0.001). Similarly, as MQ3 increased,
PSS also increased (see Table 5).
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Table 4 Comparison of responses to the scales according to family history of misophonia and caffeine consumption

Family History of Misophonia N Mean Rank H P Difference
MQ 1 No (1) 110 89.10 6.968 0.031* 2>1
| don't know (2) 70 111.26
Yes (3) 16 107.31
MQ 2 No (1) 110 90.75 6.262 0.044* -
| don't know (2) 70 104.74
Yes (3) 16 124.44
MQ 3 No (1) 110 9342 2.101 0.350 -
| don't know (2) 70 104.26
Yes (3) 16 108.25
PSS No (1) 110 86.81 11.288 0.004* 2>1
I don't know (2) 70 111.20 3>1
Yes (3) 16 12331
Caffeine Consumption
MQ 1 Low (1) 98 89.31 10.374 0.006* 3>1
Medium (2) 62 97.74
High (3) 36 124.83
MQ 2 Few (1) 98 97.27 5.072 0.079 -
Medium (2) 62 90.00
High (3) 36 116.49
MQ 3 Low (1) 98 93.81 12.078 0.002* 3>2
Medium (2) 62 88.98
High 3) 36 127,67
PSS Low (1) 98 93.24 3.662 0.160 -
Medium (2) 62 97.65
High (3) 36 114.29

MQ: Misophonia Questionnaire, PSS: Perceived Stress Scale, H: Kruskal-Wallis *p <0.05

Table 5 Comparison of relationships between the subscales of
the MQ and perceived stress levels by section

Variable Pairs Occupational  Audiology Occupation-
Therapy al Therapy &
Audiology
MQ 1-MQ 2 r 0.568** 0.567** 0.594**
p 0.001 0.001 0.001
MQ 1-MQ 3 r 0.298** 0.535%* 0.455**
p 0.003 0.001 0.001
MQ 1-PSS r 0.175 0.247 0.259%*
p 0.082 0.050 0.001
MQ2-MQ3 r 0.525%* 0.685** 0.617%*
p 0.001 0.001 0.001
MQ 2-PSS r 0.273** 0.273** 0.295**
o] 0.007 0.007 0.001
MQ 3-PSS r 0.364** 0.250* 0.382**
p 0.001 0014 0.001

MQ: Misophonia Questionnaire, PSS: Perceived Stress Scale, r: Spearman'’s
correlation

*p<0.05, **p < 0.001

Statistical analysis

The study data were analysed using SPSS 25.0 statistical
software. A Shapiro—Wilk test was conducted to assess
the normality of the data distribution. Following this
test, it was determined that the data did not follow a nor-
mal distribution; therefore, non-parametric tests were

applied. Spearman’s correlation analysis was performed
to determine the relationship between the scales. The
Mann-Whitney U test was also used for pairwise group
comparisons. The Kruskal-Wallis test was also applied
for multiple comparisons. Following these tests, post hoc
evaluations of statistically significant results were per-
formed using pairwise comparisons, and a Bonferroni
correction (p<0.0167) was applied to prevent false posi-
tives arising from repeated measurements. A significance
level of p<0.05 was accepted for all tests conducted.

Discussion

This study aims to investigate the severity of misophonia
symptoms and perceived stress levels among university
students studying in the departments of occupational
therapy and audiology; and to reveal the relationship
between these variables and demographic factors such as
age, gender, department and psychological support sta-
tus. The findings indicate that misophonia is not merely
a form of auditory sensitivity, but rather a complex struc-
ture that interacts with an individual’s psychosocial well-
being and sensory regulation processes.

Whilst auditory, neurological and psychiatric causes
may be cited among the factors underlying the aetiology
of misophonia, research indicates that the onset typically
occurs during childhood [14, 15]. In our study, whilst the
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majority of participants were aged 20-22 and 17-19, no
significant difference was found in MQ scores based on
age. However, it was observed that the mean MQ scale
score (MQ: 11.38) was consistent with age-related scores
reported in the literature [16, 17]. In a study by Aryal et
al. investigating the relationship between misophonia,
emotion regulation and the severity of hyperacusis, 137
participants with an average age of 37 completed the MQ
scale; the average score obtained indicated a high fre-
quency of misophonia symptoms and the development of
negative emotions and behaviours in response to them,
and was found to be associated with difficulties in emo-
tion regulation [17].

As in our study, most research in the literature has
restricted the age range to a narrow band of young indi-
viduals. However, Dixon et al. considered this to be a bias
in the literature and conducted a study with a consider-
ably broader age range. They aimed to establish the pres-
ence and severity of misophonia using the MQ scale. Yet
no striking differences were observed [16]. Based on the
results of our study and the literature, it can be concluded
that misophonia is a sensory disorder that can become
established at an early age and become chronic as one
approaches adulthood. While the narrow age range in
our study may seem limiting, the fact that consistent
scores were obtained with those in the literature suggests
that misophonia may be a stable neurophysiological state
that develops in early childhood, rather than being part
of a neurodevelopmental process [18, 19].

As in other studies, the majority of participants in our
study were women (n=139); however, a significant dif-
ference was observed only in the second subscale score
of the MQ. According to this subscale, which assesses
emotions and behaviours associated with misophonia,
women were found to be more affected [20]. While no
gender-based difference was observed in PSS scores indi-
cating perceived stress, the average scores indicated a
high level of stress.

In a study examining neuropsychological functions in
misophonia, Abramovitch, Herrera and Etherton found
that individuals with misophonia — 59.4% (n=19) of
whom were women — achieved higher MQ scores across
all subgroups compared to the control group. However,
the underlying cause of these scores in relation to gen-
der was not explained (highest MO-2 score: 18.63, SD:
8.86) [21]. Significantly higher scores on the emotion
and behaviour subscale among female participants sug-
gest that emotional responses to trigger sounds may dif-
fer between the sexes. It has been suggested that this may
stem from a difference in the way the brain’s emotional
centres process external sounds, flagging them as either a
‘priority threat’ or an ‘annoying stimulus’ [22].

The literature clearly states that misophonia is closely
associated with psychological disorders [16]. For this
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reason, our study also investigated whether participants
were receiving psychological support. It was found that
the majority were not (n=160/196). While this propor-
tion contrasts starkly with the participants’ perceived
stress scores, participants receiving psychological sup-
port scored significantly higher in the MQ1-MQ2 sub-
group and on PSS scores, suggesting that this may reflect
the impact of misophonia.

Individuals with misophonia often struggle with emo-
tional regulation, experiencing difficulties such as an
inability to understand their emotional responses to
misophonic sounds, difficulty defining their emotions,
difficulty concentrating, impulsive behaviour and an
inability to acknowledge their distress. However, stud-
ies investigating the impact of misophonia on emotional
states using various methods have observed that individ-
uals with misophonia struggle with basic emotional skills,
regardless of gender [16].

Conversely, it is thought that limited access to miso-
phonia support may stem from a combination of a lack
of awareness and an inadequate approach to this issue by
healthcare professionals. While no significant difference
was observed in our study between students’ educational
level and their knowledge of misophonia, a significant
difference was noted between the two groups compris-
ing the sample. Although audiology undergraduates have
acquired theoretical knowledge of the pathophysiology
and neurophysiological foundations of auditory disorders
such as tinnitus, hyperacusis and misophonia, our data
suggest that occupational therapy students, who address
the sensory aspects of these auditory sensitivities, have a
better understanding of misophonia. While no significant
difference was observed between departments in terms
of misophonia knowledge, occupational therapy students
may have scored higher on the PSS questions regard-
ing misophonia and perceived stress levels due to their
higher sensory sensitivities, stress levels, or awareness.

A study by Aryal and Prabhu revealed that, although
the majority of audiologists were familiar with the term
‘misophonia; only 15.3% felt confident in managing cases
clinically [23]. This finding provides critical data explain-
ing why individuals exhibiting misophonia symptoms are
unable to access professional help, or why, when they do,
they do not receive adequate guidance. The lack of train-
ing and research highlighted in the Indian sample likely
constitutes a valid barrier for healthcare professionals
in our country as well, underscoring the necessity of a
multidisciplinary management approach. Taking into
account the lack of confidence in clinical management
observed among audiologists, alongside the discipline-
specific differences identified in our study, it can be
argued that misophonia training must be standardised
through a sensory and holistic approach, not merely an
auditory one.
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Bowers et al. have emphasised the necessity of inter-
disciplinary collaboration in misophonia management
and stated that patients must be addressed from a holis-
tic perspective within misophonia intervention protocols
[24]. Within this framework, audiologists determine the
patient’s auditory profile and implement sound therapy
strategies, while clinical psychologists manage the indi-
vidual’s emotional responses using methods such as
Acceptance and Commitment Therapy (ACT). Psychia-
trists assess comorbid conditions such as depression and
anxiety, while occupational therapists organise sensory
integration and environmental adaptations for daily life.
This multidisciplinary team approach enhances treat-
ment success by addressing the neurophysiological and
psychosocial dimensions of misophonia.

Studies have shown that caffeine is a central ner-
vous system stimulant which can increase sympathetic
activity. Its ability to enhance attention and alertness
may cause individuals to focus more on environmen-
tal sounds, perceiving triggering stimuli more distinctly
[25]. This may exacerbate the feelings of overstimulation
and intolerance frequently reported in misophonia. Fur-
thermore, the same study observed a slight increase in
the reported severity of misophonic complaints among
participants with family members exhibiting similar
symptoms, compared with those without. In our study, a
statistically significant difference was observed between
groups with high and low caffeine consumption in the
scores of the first (p=0.006) and third (p=0.002) sub-
parameters of the MQ. Using quantitative categories
such as ‘low’ and ‘high’ consumption revealed a dose—
response relationship. This suggests that caffeine may
influence misophonic symptoms at a specific thresh-
old level. Furthermore, higher caffeine intake may have
resulted in the stimulant effects on the central nervous
system being perceived more distinctly. It is thought that
caffeine may affect specific aspects of misophonia, such
as emotional intensity, physiological arousal, and avoid-
ance behaviours, rather than all of its components. In our
study, the group unaware of their family history of miso-
phonia scored significantly higher on the MQ-1 subscale
than the group reporting no such history, suggesting that
uncertainty regarding family history may be associated
with the severity of misophonic symptoms. Furthermore,
the finding that scores on the Perceived Stress Scale were
higher in participants with and without a family history
of misophonia, compared to those without such a history,
suggests that familial factors may influence misophonic
symptoms indirectly, via stress levels, as well as directly.
In this context, our study’s findings support the familial
association demonstrated in previous research whilst
offering a new perspective to the literature by highlight-
ing the role of psychosocial variables, such as awareness
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of and uncertainty regarding family history, in misopho-
nia symptoms and perceived stress.

Quek and colleagues found that misophonia severity
showed a significant positive correlation with depression
(r=0.47, p<0.001), anxiety (r=0.56, p<0.001) and stress
(r=0.50, p<0.001). After adjusting for confounding fac-
tors in the multiple regression analysis, however, only
anxiety (p=0.385, p=0.029) remained significantly asso-
ciated with misophonia severity [26]. In our study, statis-
tically significant differences were also observed between
stress and all sub-scales of the MQ (p<0.05). This sug-
gests that stress may contribute to the emergence and
increased severity of misophonic reactions, and is not
merely a concomitant condition. A reduction in sensory
tolerance and weak emotional regulation in individu-
als under chronic stress may explain this. In a study by
Woolley et al., it was reported that 51.7% of individuals
diagnosed with misophonia had a family history of the
condition, compared to 6.7% in the healthy control group.
The difference between the two groups was statistically
significant (p=0.001) [27]. Similarly, Kili¢ et al. showed
that 43.5% of participants diagnosed with misophonia
had first-degree relatives with similar symptoms, com-
pared to 14.3% of those without a misophonia diagno-
sis. The difference was statistically significant (p=0.001).
These findings suggest that misophonia may be associ-
ated with a familial predisposition. Furthermore, the
same study found that individuals diagnosed with miso-
phonia were significantly more likely to be prescribed
psychotropic medication (p=0.007), indicating that
misophonia may be associated with clinically significant
psychiatric comorbidities and treatment requirements
[28]. In our study, however, a statistically significant dif-
ference was detected only in the third subscale of the MQ
(p<0.018), with no significant differences observed in the
other subscales or parameters examined (p>0.05). This
may be due to our sample consisting of community-based
participants rather than individuals who had sought clin-
ical help, the lack of direct questioning regarding psycho-
tropic medication use, or the heterogeneous distribution
of misophonia symptom severity. Furthermore, while the
significant difference observed in the third sub-dimen-
sion suggests that certain cognitive or emotional compo-
nents of misophonia may be more closely associated with
psychiatric burden, the absence of significance in the
other dimensions indicates that this relationship does not
affect all misophonia symptoms equally.

Limitations

This study has a few limitations. As the sample consisted
solely of young university students from the occupational
therapy and audiology departments, the generalisabil-
ity of the findings to the wider student population or the
general public is limited. Future research examining a
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broader age range, clinical samples, objective measure-
ments, and multidisciplinary interactions could provide
more comprehensive, generalisable results regarding
misophonia.

Conclusion

This study has revealed the relationship between the
severity of misophonia symptoms, perceived stress levels,
and demographic factors, psychological support status,
and sensory awareness in university students. The find-
ings suggest that misophonia is a multidimensional con-
dition that interacts with emotional regulation processes,
the stress response and adaptation to environmental
stimuli, rather than merely an auditory sensitivity. While
no significant differences were observed in terms of age,
factors such as gender, department, and family history
produced distinct differences in some sub-scales. The
high stress scores of participants not receiving psycho-
logical support highlight the need for greater awareness
of, and strategies to manage, misophonia. Furthermore,
the findings corroborate existing literature suggesting
that misophonia symptoms emerge in early life and can
become chronic in adulthood. These results emphasise
the importance of considering not only the neurophysi-
ological foundations of misophonia, but also its psycho-
social dimensions. They suggest that a multidisciplinary
approach could improve treatment outcomes.
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